India, the largest democracy of the world and second most populous country, is now also emerging as the sixth largest economy in the world. There are around 104 million elderly persons (8.6%) (Census, 2011) and the number is expected to increase to 296.6 million constituting 20% of the total population by 2050. The sex ratio of the elderly was 938 women to 1,000 men in 1971 which has increased to 1,033 in 2011 and further projected to increase to 1,060 by 2026. These changing trends have led to feminization of aging. Further inherent discrimination and neglect experienced by aging women, frequently exaggerated by widowhood and complete dependence on others. On the social front, old women experience isolation/destitution, financial, and emotional insecurity. This further aggravates the health problems among old women. Elderly women in India face different types of health-related issues due to various socioeconomic factors. Studies report that chronic morbidity, poor vision, cataract, blood pressure, back pain/slipped disc, malnutrition, depression, impaired physical performance, and elder abuse were significantly higher amongst women as compared to elderly men. The literature also reveals that women experience difficulty in coping with these health problems due to widowhood, economic dependency, lack of proper food and clothing, fear of the future, lack of caring, and progressive decline in health made coping with health problems difficult. The socioeconomic and health needs of the women are enormous but, unfortunately, the existing, national policies, and programmatic capacities are inadequate and lack gender sensitivity.
IntroductIon
The human life span is considered as hundred years on an average as per Indian traditional culture. The ancient Dharmasastra divided the human life span into four "ashramas" of life stages. The first, "brahmacarya", "grihsta" "vanaprastha," and "samnyasa" or asceticism. The last two stages were considered as more mature and aging man who would gradually give up his worldly pursuits, move away from the mundane routine of the householder, and turn inward in search of spiritual growth. Though this scheme of a man's life did not have any mention about a women's life, it was assumed that a wife would follow her husband faithfully in his move through different stages. On social front, a transition from adulthood to old age is assumed as when children got married and they had grandchildren, regardless of their chronological age and especially for women it is often correlated as attainment of menopause. 1 Generally, in terms of chronological age, aging is defined with a cutoff age of 60 or 65 years. This definition is partly due to the fact that retirement age (58 for government jobs) is also similar to this cutoff age. However, in many developing countries including India, chronological age carries very little relevance to retirement as majority of the elderly are engaged in informal sector with no specific retirement age. Therefore, the meaning of aging is more relevant in the context of society, where getting old means getting new roles or loss of certain roles in relation to physical decline. 2 As depicted in Figure 1 , India has around 104 million elderly persons (8.6%, census, 2011) and the number is expected to increase to 296.6 million constituting 19% of the total population by 2050 (United Nations, 2017). 3 By the end of the century, the elderly will constitute nearly 35% of the total population in the country. Summary figures reflect the unevenness and complexities of the demographic transition within India across different Indian states. Projected estimates of population structure in 2025 for North India retain a "pyramidal" shape, while for south India, the share of the elderly population is expected to expand considerably. Linear growth in the population of the elderly is expected in the next 100 years, with steeper gradients of increase in central and east India and leveling of absolute numbers of elderly in the north, south, west, and northeast (Aliyar and Rajan, 4 Dey et al. 5 ). Majority of elderly live in rural areas and there is an increasing proportion of old-oldest age category along with the characteristic of feminization of aging. Elderly population analysis shows that in upper age groups, population of older women is increasing remarkably. At the age of 65, 70, 75, and 80, there are 1,310, 1,590, 1,758, and 1,980 elderly women, respectively, per 1,000 elderly men (Fig. 2) . The sex ratio of the elderly has increased from 938 women to 1,000 men in 1971 to 1,033 in 2011 and is projected to increase to 1,060 by 2026. As the data indicate increase in feminization of aging, which often gets further challenged by widowhood and complete dependence on others. Loss of spouse in old age adds significant vulnerability in later years especially for women. Nearly three out of five single older women are very poor and about two-thirds of them are completely economically dependent upon significant others. 6 The literature has hardly any mention of women till few decades ago, when average age of women in India was less than 60. But now recently because of increased life expectancy and higher percentage of elderly women in Indian elderly population, the phenomenon has gained attention amongst social researchers. The traditional family structures, which were meant to care for the elderly, are shrinking as urbanization grows and resources become scarce in rural areas. Within this cohort of the elderly, women face many more problems like marginalization and isolation due to gender discrimination. They are often treated as unpaid caregivers to their grandchildren and made to do household chores in return for a roof over their heads. In many Indian households, women are not encouraged to be decision-makers even in their productive years (Panicker 7 ). The problems experienced by elderly women cannot be ignored now, as these are posing a major social development challenge in our society. 6
MAjor concerns o f old WoMen
Agewell Foundation has delineated following major concerns of old women in India. 8
Destitution/Alienation/Isolation
As socioeconomic scenario of the country is changing very rapidly along with fast paced modern lifestyle and rapid urbanization, younger generations hardy interact with their elderly family members. Popularity of nuclear family system has virtually crushed strong traditional bond between grandchildren and grandparents.
Social Insecurity
As the family structure has dissolved gradually, older women, who live in cities, are more prone to social alienation in comparison to their counterparts living in villages. This lack of social protection has forced elder women to lead a life full of distress.
Financial Insecurity
As the life expectancy has increased, financial insecurity among women has also emerged as another important concern which has direct implication for decisions related to health. Majority of the women are not entitled their right on ancestral property of money and of few those have are not allowed to make financial decisions due to social traditions and beliefs.
Medical Problems
Older women usually suffer from chronic health problems as often symptoms or physical complaints go unnoticed or just correlated as age-related changes. Their treatment-seeking behavior also gets delayed due to negligence, lack of awareness, financial support, and religious mindset of women.
HeAltH concerns o f old WoMAn
Santosh has conceptualized the term Geriatric syndrome, which depicts physiological decline brought by aging 9 (Flowchart 1). After infants and children, old people are most vulnerable to morbidity and mortality as health. While the debilitating effects of old age cannot be avoided, risks can be minimized through careful planning and prevention beginning from middle age (Patwardhan 10 ). Advances in medical technology over the past years have promoted longevity but not good health.
As the pattern of illness among elderly is quite different from that of the adults, therefore the basic philosophy approach and mode of treatment to the illness of the old also need to be different. The National Opinion Research Center defined illness as "any condition, i.e., any disease, impairment, symptom, or a group of related symptom, which was reported by the aged as having bothered them" (Soodan 1 ). The aged have different and usually multifaceted health problems. Generally, they have complaints toward muscular pain, eye and hearing impairment, and respiratory problem. Some major diseases like blood pressure, arthritis, and asthma are seen to be more pronounced during the old age. The national sample survey data show that 7.4% in rural and 7.9% elderly in urban areas were suffering from one or the other chronic diseases (Chaturbhuj 11 ).
The varied data on health problems of elderly are available. In 1996, the number of hypertensive among the elderly population was nearly 9 million. The prevalence rate of coronary heart disease among the urban population was nearly three times higher than rural population. An estimated 5 million were diabetic and the prevalence rates were about 177 for urban and 35 per 1,000 for rural elderly people. Crude prevalence rate of strokes is estimated to be about 200 per 1,00,000 persons. Older persons surviving through peak years of stroke (55-65 years) with varying degrees of disability are already a major medical problem (Dalal 12 ).
The pattern of disease among Indian and Western elderly population is quite similar but not the cause of death. Ramachandran and Radhika, in their comparative study on elderly women in India and Japan found that elderly women in India face different types of health-related issues due to various socioeconomic factors. Lack of health awareness among the elderly and financial constraints are the major contributory factors for the poor health of the elderly in India. 13 The health profile of elderly women is more compromised as compared to elderly male. The differences could lie in biological, social, and cultural factors. Various studies based on primary and secondary data have analyzed various health and health-related issues faced by elderly people especially elderly women. Singh and Yesudian in their analysis using NSSO 2004 and Census 2001 suggest that the physical mobility is high among elderly men than elderly women in both urban and rural areas. The health condition and physical mobility is poorer for urban elderly women than rural elderly women. Rural elderly women perceive that they are in poor health condition than their urban counterparts. 14 Hiremath studied the health status of elderly women in rural Karnataka. The findings revealed that elderly women were depicted with hypertension (78.65%), osteoarthritis (73.03%), diabetes (66.29%), and bronchial asthma (77.52%). Others included cataract (65.16%), and anemia and skin problems (61.79%).
It was also reported that most of the respondents had more than one health problem. The author concluded that main facts being that, the older women as they age, often reflect the cumulative impact of poor diets, lack of good food and safe drinking water, a gender-based division of domestic tasks, and environment hazards, etc. 15 In another study on elderly by Audinarayana in Tamil Nadu, marked genderwise differentials in health status of the elderly were documented. Chronic morbidity due to poor vision, cataract, blood pressure, and back pain/slipped disc was significantly higher amongst women as compared to elderly men. Similarly perceived health status of elderly men was significantly better (p < 0.001) "healthy" than those of elderly women. 16 Lena et al. in their study on health and social problems of the elderly in Karnataka depicted that 60.3% of the elderly women were hypertensive, 57.9% had osteoarthritis, more pronounced as compared to men. re than half, 55.8% of the women felt that they are burden on their family, and unhappiness with their life was also reported by more of the women as compared to elderly men. Women also had poor perception regarding economic and social security as compared to men. 17 Mehrotra and Batish conducted a study to assess the problems among randomly selected elderly females of Ludhiana, Punjab. The major physical problems reported were reduced vision (81.25%), dental decay (77.5%), and body weakness and pain (68.75%), whereas major economic problems were related to medical expenditure (85%), lack of freedom on spending (77.5%), and reduced personal income (65%). Amongst socio-psychological problems, stress and strain was the prominent problem (85%) followed by declining authority (77.5%), loneliness (72.5%), and feeling of neglect (65%). The relationship between age and physical problems of elderly females was found to be non-significant (2.824), whereas it was significant with respect to social-psychological problems (13.98). 18 Kaur et al. in their study on physique of rural and urban Jat Sikh women studied the change in weight with aging. The study findings revealed that there was decrease in mean weight of Jat Sikh women from 66.94 kg at age 61-65 years to 49.68 kg at 81+ years. Another interesting finding of the study was in relation to change in weight as depicted by comparison with another study conducted by Singal and Sidhu. The results depicted that mean weight has increased significantly in all age groups as mean weight of Jat Sikh women was 51.37 kg in 1981 and 66.94 kg in 2004. The results conclude that such an increase in weight due to rapid change in lifestyle increases their vulnerability to chronic diseases. 19
Flowchart 1: Pathophysiology of health issues in geriatrics
It is also argued that economic security, good health, and adequate housing, in general, constitute fundamentals for aging with dignity. However, the impact of gender differences and inequalities limits women to access aging with dignity, thus hitting them hardest in old age. Due to their secondary status in society, women remain socially, economically, and medically marginalized. As most women outlive their husbands, they will be living a widowed status for longer years especially in India because wives are usually younger than husbands (by 5-10 years or more), and the remarriage rates among them is low (Gulati and Rajan; 20 United Nations; 21 Gubhaju 22 ).
The high age dependency of women who are usually unemployed, illiterate, and poor poses a big challenge for their survival especially in India. At the same time, their longevity compared to men makes them end up to a great numbers living without the spouse to take care of them (Grewal et al. 23 ). Studies have shown that there is likelihood of widows living alone, living in poverty, and living with poorer health. As old widowed women, they would have higher burden of disease to that of older widowers demographically (Judd; 24 Nagla; 25 Agrawal and Keshri 26 ). Old widows ignore their health status and consider it as being normal until they suffer from serious medical ailment. At the time of health emergency, it is the family which still determines the health situation of widows in terms of support and care. However, widows try to remain productive to the household (despite health issues) because it entails their social status in the family (Bharati and Mahapatro 27 ).
In a study on 150 aged widows in rural areas of Hissar district, Haryana, Sushma and Darshan noticed that most of them were suffering from multiple ailments. Around 45% widows had asthma; 90% had general weakness, problems of eyesight, teeth, and forgetfulness; 31% had mental anxiety; sand 21% had heart diseases and various other chronic illnesses. Consulting a physician was done in three-fourth cases in serious conditions, and 16% always consulted the doctor while others never consulted a doctor. 28 In large epidemiological studies, women have shown a preponderance to mental health issues as compared to men and this may be also due to predisposed biological and social risk factors (Rajan et al., 29 Nygren, et al. 30 Women in old age are more prone to social insecurity, health problems, and greater emotional/ financial insecurities (Patel et al., 31 Singh, Pradhan 32 ). Lower levels of education are shown to be associated with higher rates of dementia and consequently more among females (Chandra et al. 33 ).
Female elderly compared to their male counterparts suffered from functional impairments like malnutrition, depression, impaired physical performance, and urinary incontinence more significantly (Shan et al. 34 ). Marital status and economic dependence play a significant role in determining morbidity amongst elderly women (Dilip 35 ). The authors concluded that with increasing age, diseases are more likely to increase with widowhood, divorce, and economic dependence. Similarly, in another study of elderly rural females in Rajasthan, Sharma found that widowhood, economic dependency, lack of proper food and clothing, fear of the future, lack of caring, and progressive decline in health made coping with health problems difficult. Elderly widows from poor socioeconomic families had very poor health status. The factors which influenced positive aging were reported as adequate financial status, good physical and mental health, active participation in leisure activities, continuation of hobbies, maintenance of daily schedule, retaining social networks, and assuming social roles. 36 Joshi et al. studied morbidity profile and its relationship with disability and psychological distress among elderly people in Northern India. The findings of the study reveal that it was more in females (94.1%) as compared to 81.3% of the males. Similar trend was noticed in both rural and urban area. The physician diagnosed morbidities (7-9 in number) were observed among 26.4% of the women. The most common observed morbidities among women were anemia, dental problems, hypertension, cataract, and osteoarthritis. Psychological distress was reported by 66.6% of the urban women and 82.3% of the rural women. Fractures after fall were also reported more frequently among females (26.4%) compared to males (16%). 37 In a study to elicit morbidity and healthcare utilization by elderly women in an urban slum in Chennai, Gayathri revealed that 40.5% of ailments of the elderly women were medically untreated. The most important reasons for not seeking care were financial problems, the perception of ailments as not serious. This information is indicative of inaccessible healthcare which increases financial burden on elderly women and absence of social security and health insurance. The author concluded that social policy of developing countries like India underplays the healthcare requirements of elderly women. 38 Mental health of the elderly is another domain in acknowledging the overall health situation in this age group. Sharma in his study on mental health issues of elderly reveals that elderly women are affected more by dementia, depression, and psychosomatic disorders than their male counterparts. 39 Kaur et al. studied psychosocial stresses in rural and urban Jat Sikh women with special reference to senescence. The researchers revealed that the stress score of rural married women was more than that in urban. The stress score of whole life was the highest for rural widows. 19 Roy and Chaudhuri reported influence of socioeconomic status, wealth, and financial empowerment on gender differences in health and healthcare utilization in later life among nationally representative 34,086 older men and women. The findings of the study revealed that older women had worse self-rated health, higher prevalence of disabilities, marginally lower chronic conditions, and lower healthcare utilization than men. Further statistical analysis revealed that upon controlling for economic independence, gender differentials disappear or are reversed, with older women having equal or better health than otherwise similar men. The study findings concluded that financial empowerment might enable older women the health advantage reflected in developed societies by enhancing a woman's ability to undertake primary and secondary prevention during their life course. 40 Rastogi et al. carried out a cross-sectional study on major health problems of the geriatric in Ahmadabad. The study findings revealed that among females memory disturbance (42.8%) and depression (28.6%) are more as compared to males. 41 Mathur examined the predictors of depression among 400 aging women (n = 400) in Meerut. The results showed that the level of economic status followed by education and social support are the prime factors contributing to depression in aged women. 42 Alam et al., in his study on mental health of elderly in Raipur reported higher prevalence of mental health issues such as anxiety (p 0.02) and insomnia (p 0.02) among women as compared to men. 43 Beyond physical, mental, and social problems unique to elderly women, another challenge in today's scenario is elder abuse. Here also vulnerability of women is more owing to significant financial, social dependency of women upon their families. Chokkanathan and Lee examined the extent and correlated elder mistreatment among 400 community dwelling older adults in Chennai. The prevalence rate of mistreatment was 14%. Chronic verbal abuse was the most commonly reported abuse followed by financial abuse and the rate of physical abuse, and neglect was almost same. Multiple type of mistreatment was reported by almost half of the elderly. As compared to men, a significantly greater number of women experienced verbal and physical abuse as well as neglect, except for the financial abuse. Adult children, daughters-in-law, spouses, and sons-in-law were the most frequent abusers. Logistic regression analysis revealed gender, social support, and subjective rating of physical health as significant factors associated with abuse. 44 Similarly a study by Sebastian and Sekher in Kerala revealed that for females, the chances of being abused in comparison to males were almost 41% higher in case of mild abuse and 3.75 times significantly higher in case of severe abuse. The likelihood of mild abuse was 42% higher among the widows/divorced/single elderly and 14% higher for severe abuse than those who lived with their spouses. 45 Although population aging is a reflection of social development and public health. However, if aging is to be a positive experience, it must be accompanied by improvements in the quality of life (QOL) of those who have reached or are reaching old age (Suchitra 46 ). Elderly women in India are vulnerable to various hazards even from their infancy. Old age is an accumulation of all these hazards and disadvantages that reduces the QOL. Rajasi et al. conducted a study to assess the QOL and sociodemographic factors affecting QOL of elderly women residing in a community setting in South Kerala. The researchers used World Health Organization QOL (WHOQOL-BREF) scale to study QOL among elderly. Data were collected from 160 elderly women. Very few (2.5%) study participants were having "very good" QOL. 38.8 had "good," 43.1% had "poor," and 15.6% had "very poor" QOL. QOL was least in the psychological domain followed by physical and health-related, social, and environmental domains. Logistic regression revealed age above 70 years, nonpossession of property, neglecting attitude by family (adjusted OR-6.9), and absence of visit by friends and relatives (adjusted OR-9.9) as risk factors, whereas residing in the urban area as a protective factor (adjusted OR-0.1) for poor QOL. 47 A similar study conducted by Joshi et al. among the elderly population in Northern India showed that psychological wellbeing, physical, and social support almost had identical influences on QOL. 48 Physical ill health among old women affecting their mental status and altogether reducing their quality of life critically (Nair et al. 49 ).
Another unique problem faced by elderly women is related to their sexual health which is considered as taboo in many cultures including India. The research has brought to light several serious problems. For example, older women are at increased risk of being victims of sexual violence because of their socioeconomic dependency and, in some settings, because of gender-based inequities. Sexual harassment and violence often take place within the home and widows are particularly vulnerable to these forms of abuse. Post-menopausal changes among elderly women to the lining of the vagina can reduce innate protective mechanisms against infection. Older women, who already have a chronic or acute pelvic infection and compromised immunity, have increased vulnerability to additional infectious diseases including HIV. 50 It is clear from the above review of above studies that issues faced by elderly in general and elderly women in particular are affected by many interwoven aspects of their social and physical environment. The socioeconomic and health needs of the elderly are huge and multifactorial but, unfortunately, the financial resources, policies, and programmatic capacities available to meet them are inadequate and lack gender sensitivity. Existing social policies and programs should recognize the social, emotional, and healthcare requirements of older women. An imperative tool is to encourage community participation of elderly women to reduce social isolation and promote integration in social and economic processes resulting in improvement of their QOL (Gupta 51 ).
Ultimately, India will win if it recognizes for gender sensitivity and especially taking care its women and mothers.
conclusIon
In India, the number of elderly is growing at an unprecedented rate with increasing visible phenomenon of feminization in aging. This subsequently leads to more of physical, psychological problems, and discrimination on economic and social front. Old women experience varied health problems which are further exacerbated by widowhood, economic dependency, and lack of perception about these problems amongst them and significant others. Present national policies and programs are inadequate and lack gender sensitivity. The need of the hour is to understand the complex nature of problems faced by elderly females and take appropriate action to resolve these.
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